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Hybrid approach to a complex ruptured dissecting
thoracoabdominal aortic aneurysm
Germano Melissano, MD, Efrem Civilini, MD, Liu Xiaobing, MD, and Roberto Chiesa, MD, Milan, ItalySix years after thoracic open repair of a type B dissection, a 64-year-old
man with severe chronic obstructive pulmonary disease was admitted with a
ruptured residual dissecting thoracoabdominal aneurysm. He received fluid
resuscitation and remained hemodynamically stable. A computed tomogra-
phy scan (A) showed a chronically collapsed true lumen, with anomalous
origin of the celiac trunk (Morita type III)1 and a dilated false lumen
(H, common hepatic; S, splenic; G, left gastric;M, superior mesenteric).
The patient underwent a hybrid approach2 as an emergency. After the
insertion of cerebrospinal fluid drainage, an aortobiiliac bypass was per-
formed with a multibranched graft (B), and the intimal flap was sutured
below the renal arteries. The visceral vessels were reattached to the graft,
except the splenogastric trunk. The stent grafts were deployed from the
previous thoracic graft (30 mm) to the infrarenal graft (24 mm) with a
tapered endovascular implant using three Zenith TX2 devices (William
Cook Europe, Bjaeverskov, Denmark), intentionally within the false
lumen, thus avoiding the risk of inadequate opening in the collapsed true
lumen.3 A chest tube was also inserted.
Postoperative imaging showed no evidence of aortic bleeding and
extensive thrombosis of the aneurysm sac, with good patency of the
visceral branches (Cover). As expected, a type II endoleak was observed
from the anomalous celiac branch, partially reperfusing the small residual
true lumen. The patient’s postoperative course was uneventful, and he
was discharged on postoperative day 13. He is alive and well at 6 months.
DISCUSSION
This case presented several challenges for the presence of aortic
dissection with an aneurysmatic false lumen and a chronically collapsed
true lumen, the acute setting, an anomalous anatomy of the CT, and the
high risk of paraplegia because of the need of extensive aortic coverage
after a previous open repair. A hybrid approach presented an attractive
option for this patient: The risk of major bleeding and respiratory and
organ failure was minimized. To reduce the risk of spinal cord ischemia, we carefully reperfused both the hypogastric
arteries, together with cerebrospinal fluid drainage, to improve the collateral blood supply to the spinal cord. Deployment
of a stent graft in the false lumen may be successfully performed on rare occasions when the proximal and distal landing
zones are surgical grafts and the aortic branches are adequately revascularized.
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